Problem: Treatment recidivism, described as frequent unplanned relapse readmissions, is a national problem predominant in adolescents with mental illness. Because the main triggers of treatment recidivism are not fully understood, the purpose of this study was to explore treatment recidivism (i) to better understand treatment recidivism from the perspectives of recidivist adolescents with mental illness, (ii) to describe major factors that contribute to treatment recidivism and how best to minimize them from the perspectives of these adolescents, and (iii) to describe their interaction with the medical culture.
illness, these factors are yet to be fully understood. Previous studies have investigated several factors suspected to influence treatment recidivism in adolescents with mental illness, but their findings cannot be effectively compared because of methodological and analytical differences among the studies. Some studies (Barker et al., 2010; Bobier & Warwick, 2005; Chung et al., 2008; Fontanella, 2008; Goldstein, Frosch, Davarya, & Leaf, 2007; James et al., 2010) agreed that medication noncompliance and a history of prior rehospitalization predicted treatment recidivism. Although Fontanella (2008) and James et al. (2010) reported that the receipt of aftercare/postdischarge services decreased treatment recidivism, Blader (2004) and Foster (1999) did not find evidence of such support in their studies. Carlisle, Mamdani, Schachar, and To (2012) found instead that the receipt of aftercare services in the month after discharge increased the likelihood of treatment recidivism. Other studies (Blader, 2004; Chung et al., 2008; Fontanella, 2008; Foster, 1999) posited that residential facilities and high-risk family living environments with low levels of parental involvement were associated with the risk of readmission.
While Barker et al. (2010) reported that males were more likely to be readmitted, Blader (2004) and Foster (1999) found instead that females were more likely to be readmitted. However, Goldstein et al. (2007) did not find gender differences in treatment recidivism.
Other studies (Arnold et al., 2003; Goldstein et al., 2007; James et al., 2010) found that younger adolescent age was associated with the likelihood of readmission, but Foster (1999) noted that older adolescent age was more closely associated with treatment recidivism. Fontanella (2008) found that although older adolescent age was initially more closely associated with readmission, the level of association decreased over time. A number of other studies (Arnold et al., 2003; Barker et al., 2010; Blader, 2004; Chung et al., 2008; Fontanella, 2008) reported that patients' clinical diagnosis was a significant predictor of treatment recidivism, but one study (James et al., 2010) did not reach the same conclusion. Goldstein et al. (2007) found that African American race was associated with psychiatric readmission, contrary to all other studies, which did not find an association between race and treatment recidivism.
Even the current effort by the Affordable Care Act (2010) to address treatment recidivism, through penalizing healthcare organizations that do not address and reduce frequent inpatient readmission, is limited to certain categories of conditions that do not yet include mental illness. A review of the literature revealed that sufficient studies of treatment recidivism in adolescents with mental illness compared with their adult counterparts do not exist, even though treatment recidivism is more prevalent in adolescents with mental illness (Barker et al., 2010; Bobier & Warwick, 2005; James et al., 2010) .
Moreover, the aforementioned studies were mainly retrospective, except for the two older ones (Arnold et al., 2003; Blader, 2004) , and did not seek the views of the recidivist adolescents with mental illness on treatment recidivism.
The purpose of this study, therefore, was to use a focused applied medical ethnography to explore the following aims:
1. Better understand treatment recidivism from the perspectives of recidivist adolescents with mental illness.
Describe major factors that contribute to treatment recidivism
and how best to minimize them from the perspectives of these adolescents.
3.
Describe the interaction of the recidivist adolescents with mental illness with the medical culture.
METHODS

Design, setting, and sampling
Ethnography is a research design that qualitative researchers traditionally used to explore "native" cultural groups by living within the cultures, studying them over long periods of time, and gathering information on the cultures from multiple sources. Focused applied medical ethnography, which was used in this study, is an adaptive approach within traditional ethnography and uses the principles of ethnography to explore, over a limited time period, the behavior patterns and perspectives of known subcultural groups with identified medical problems on specific issues identified in the subcultural groups before the commencement of investigation (Engebretson, 2011; Muecke, 1994; Richards & Morse, 2013) . This adaptive ethnographic approach was considered appropriate and adequate for use in this study to better understand treatment recidivism from the perspectives of the recidivist adolescents.
The setting for this study was a comprehensive inpatient psychiatric hospital in a large urban county in the Southwestern United States. The hospital offers mental health services to approximately 9,000 adults, adolescents, and children from varied paying (private funds), partpaying, and nonpaying (health insurance) groups in 12 units comprising 276 beds, with a dedicated 20-bed child and adolescent general psychiatric unit. The hospital is accredited and was designated a Top Performer on Key Quality Measures by The Joint Commission for 2015.
A volunteer sample of inpatient readmitted adolescents who met the eligibility criteria was recruited. The eligibility criteria and sampling method were used to ensure that selected participants were recidivist adolescents who were capable, available, and willing to participate to give their perspectives on treatment recidivism (Polit & Beck, 2012; Spradley, 1979) .
Inclusion and exclusion criteria
Participants were included if they were adolescents 13-17 years old; had been admitted to the study hospital at the time of recruitment; had been diagnosed with at least one mental illness, based on the DSM-IV or DSM-5 (American Psychiatric Association, 2000 , 2013 criteria, and the diagnosis was documented in their medical records; had a history of at least one previous inpatient readmission and discharge from a psychiatric hospital, which would attribute the present admission to relapse; and were able to read and speak English at a sixth grade level or higher. Individuals were excluded if they had an intellectual disability or communication disorder or if they had any serious medical condition for which they had been hospitalized at least twice in the 6 months prior to recruitment. The inclusion criteria were aimed at recruiting recidivist adolescents with diagnosed psychiatric conditions who would be good informants based on the study objectives and design.
Recruitment and data collection
Institutional Review Board approval was obtained prior to data collection, which was done by the first author. Informed consent was obtained from the participants' parents, and thereafter, assent was obtained from each adolescent participant. The parents and participants were approached within 1 week of the participants' admission to the hospital, to allow time for a reduction in the potential increased anxiety level of the parents and for stabilization of the participants from their acute precipitating condition. The participants were given a $25 gift card for completing the study interviews.
The participants were initially interviewed individually, and some later participated in three group interviews that comprised of three participants each. The group interview was used to validate the individual interviews and identify emergent issues not covered in the initial individual interviews. All interviews and data collection were done by the first author. The interviews were conducted using the topic guide categories and suggested sample questions shown in Tables 2 and 3, respectively, but the sample questions were individualized as necessary based on the participants' responses to the four topic categories, namely, general perception of treatment recidivism, contributory factors, suggestions to address treatment recidivism, and perception of the medical culture. Recruitment and data collection were concluded with the achievement of saturation and redundancy after 16 participants were interviewed. Data saturation was achieved when further individual and group interview responses only repeated perspectives that had been expressed in previous interviews resulting in data redundancy and no new information emerging (Polit & Beck, 2012; Richards & Morse, 2013) .
Based on the expectations of focused applied medical ethnographic design, multiple sources of data such as individual and group interviews, memos, field notes, and medical records helped to triangulate the information participants' provided and clarify the overall understanding of the generated data (Kvale & Brinkmann, 2009; Polit & Beck, 2012; Richards & Morse, 2013; Silverman, 2014; Spradley, 1979; Thorne, 2008) . Field notes were documented through the nonparticipant observation of the participants as they interacted with others in the hospital unit to better understand the adolescents and their interview responses.
Data management and analysis
The interview audio-recordings were transcribed verbatim by a professional transcription organization and edited by the first author before the data analysis. The information obtained from participants' medical records, field notes, and memos was incorporated into the interview transcripts during the final editing process to clarify and illuminate participants' responses during data analysis.
Unique identifiers were used to de-identify participants in the course of data analysis, which proceeded concurrently with data collection. NVivo 11 Pro for Windows (2015; QSR International) data management software was used to organize the study data in the analytic process.
Data coding was done by the first author and reviewed by the second and third authors while coding was ongoing. The coding results were later reviewed by the remaining authors upon the conclusion of the process. Initial broad-brush coding was done using the four topic guide categories into which participants' responses were grouped. This initial coding using the topic categories was followed by detailed coding with hierarchies of subcodes under each of the broad categories that captured the essence of all participants' responses. Participants' perspectives were derived from the meaning made of the repetitive patterns and themes revealed in the detailed coding process (Leininger, 2005; Richards & Morse, 2013; Saldana, 2013) . The four-stage ethnonursing (Leininger, 2005) and thematic (Saldana, 2013) analysis methods guided the analytic process.
Efforts made to achieve rigor and to meet the quality criteria of credibility, authenticity, criticality, integrity, explicitness, vividness, creativity, thoroughness, and congruence (Whittemore, Chase, & Mandle, 2001) included the use of an operational manual, audiorecording, and verbatim transcription of interview records by a professional transcription organization. The aforementioned was in addition to the use of information from multiple sources to crosscheck participants' responses and triangulate the sources to ascertain reliability of the data. The first author constantly shared the data collection and data analysis processes with the second and third authors in particular on a continuing basis in the course of the study to minimize bias and ensure reflexivity. Furthermore, the detailed coding process, which was done by the first author and reviewed by the other authors, included copious quotes of the participants' responses. The review process that included discussion of the first author's analytic notes was intended to bracket the first author and clarify and validate the findings to address the aforementioned quality criteria.
FINDINGS
Overview
Demographic, clinical, and other information from participants' electronic medical records is shown in Table 1 . The 16 participants in this study included six Black, four Hispanic, and six white recidivist adolescents with median age of 15 years (range: 13-17 years). The majority of the participants (11/16) were from families with low socioeconomic status, measured by participants' receipt of free or reducedprice lunch at school. A slight majority of the participants (9/16) were females, and most were diagnosed with one or more psychiatric disorders rather than a combination of psychiatric and substance use disorders (Table 1) . None of the participants had a diagnosis of a substance use disorder alone. The psychiatric disorders noted were mostly bipolar disorder (8/16) and mood or attention deficit hyperactivity disorder (5/16). The prevalence of other psychiatric or substance use disorders was less than 20%. Beyond the aforementioned variations, the demographic data explored in this study were nearly evenly distributed.
TA B L E 1 Participant demographics and other characteristics
Participant Age Gender Race No. of readmits DSM-IV Axis I Dx Status
Living status Family SES Family structure Family Psych Hx They identified the "additional stressors" of "problematic parental relations" and "bullying" in schools as the main triggers of their treatment recidivism over and above the "routine stressors." These findings are described in detail below.
General perception of treatment recidivism
All 16 participants described mixed perceptions of treatment recidivism, but said that they had no special name for it other than "readmission" or "relapse." The participants were not comfortable with their frequent return to the hospital, but considered it necessary to manage an acute escalating situation that could not be handled well at home, especially as they considered their home environment as an "additional stressor." The participants' perception of treatment recidivism was informed by the fact that it took them away from school, which they saw as their primary preoccupation and the realization that remaining in school in their disturbed mental health status would not help them meet their schools' expectations. A 15-year-old female participant said, "Well, it is bad to come to the hospital again and again.
But, at the same time, it's good, because you needed the help. It's better to be back than the alternative." Another 15-year-old female agreed, "Well, I think it's good when you are here and you learn. But, I think it's TA B L E 3 List of suggested sample questions for participant interviews 1. Hi John, please tell me a little about yourself and your likes and dislikes (John is an example, to show you address patient by name, though participant will be informed that coding which will be mentioned before interview will replace name in the records to be transcribed). 
Contributing factors to treatment recidivism
The analysis of data from the 16 participants revealed "problematic parental relations" and "bullying" in schools as the primary contributors to their treatment recidivism. They believed that the "additional stressors" of "problematic parental relations" and "bullying" in schools contributed to treatment recidivism over and above their "routine stressors." A model integrating the contributions of the "additional stressors" of problematic parental relations and bullying in schools found in this study with the "routine stressors" to treatment recidivism in adolescents with mental illness is illustrated in Figure 1 .
Additional major stressor: Problematic parental relations
The participants were emphatic that the "additional stressor" of prob- 
Additional major stressor: Bullying in schools
Bullying in schools has been variously defined but essentially is unwanted aggressive physical or verbal behavior due to some power imbalance that is likely repeated over time with the intention of excluding the bullied from the group. Bullying usually occurs without any apparent provocation by the bullied student (Bullying Definition, n.d.; Olweus, 1993) . "Bullying" derived from the repetitive patterns of negative and difficult interpersonal relations with school mates was variously described by participants as "bullying," "how the students F I G U R E 1 Model of triggers of readmission and treatment recidivism interact with each other," "they say all sorts of things to get you," and "guys sometimes fake illness to avoid going to school because of other kids," which appear to align with the aforementioned definition of bullying. The participants reported that bullying was a major trigger of treatment recidivism.
The study participants described bullying in its various forms such as direct verbal or physical intimidation, aggression, and harassment;
as well as indirect cyberbullying that involved the use of the Internet and social media to intimidate and harass the bullied, sometimes anonymously either by text messaging or posting of pictures that portrayed the bullied in a bad light and circulating the pictures to select friends or the public. The adolescents believed the bullies intended to isolate, stereotype, and exclude them and make them feel lonely, inadequate, unwanted, and miserable. They reported actually feeling depressed and suicidal sometimes, relapsing or exacerbation of their existing mental illness, faking illness, and avoiding school all in an effort to avoid the bullies. The participants reported that they felt afraid and did not trust the adults in the school and sometimes at home enough to talk to them about the bullying. They complained that these adults did not do enough when bullying was reported to them in the past.
One 16-year-old male responded, "I think school plays a major part, because of bullying and peer pressure." A 15-year-old female replied, "Most of the time the kids are depressed because they're students in a school where they get bullied." One 14-year-old male participant added, "We may start faking illness just not to go to school and experience bullying." A 17-year-old female participant blamed bullying thus, "Sometimes, it could be because of bullying. That's just bullying or people just saying stuff just to get to you, some stuff like that."
Routine stressors
Along with the additional major stressors of problematic parental relations and school bullying, some "routine stressors" were mentioned by the participants after additional probing for other factors that could have caused any of their inpatient hospital readmission. These A 16-year-old male said this about adolescence: "I just think it's real hard on some kids. It just gets hard because we're still growing up."
A 15-year-old female whose mother was serving a jail term for substance possession said of her aftercare follow-up and family environment: "My guardian is not helpful. My mother is presently incarcerated and my father killed himself when I was little." She added, "Parents need to be available and willing to support your child through these hard times." A 17-year-old male said, "I think some of it is because I was raised in a rough neighborhood at one point in my life." A 15-yearold female added, "So sometimes living in a bad neighborhood where they're born into drugs, thugs, and violence can trigger something in them and land them to the hospital." On medication adherence issues, a 17-year-old male said, "The kids need to take their medicine. The kids don't take their meds because as soon as they think that they're doing good, they (think they) don't need the medicine anymore and that's when the train is going to go off the tracks." A 16-year-old male added, "They need to pay more attention to their child, that they're taking their medication."
Suggestions to reduce treatment recidivism
The participants suggested that addressing the additional stressors of problematic parental relations and bullying in schools could reduce treatment recidivism. They also envisaged that the routine stressors such as ensuring medication compliance, follow-up with aftercare treatment and counselling services, and neighborhood issues should be improved to complement the effort. the kids know that they don't have to be scared." Another 15-year-old female participant said, "The way I see it is for them to set up a club for those who are bullied, those who want to seek refuge. Like, if you're being chased by somebody inside the schools go to the library and seek refuge in there." A 14-year-old male participant advised, "When someone says that there is bullying going on, they should accept it.
They should not consider it as a tattletale." He added, "I want more staff in the hallway, so I think we should get more security to supervise the schools."
Perception of the interaction with the medical culture
The participants described their perception of their interaction with the medical culture as mostly positive and satisfactory. They often viewed their interaction with the treatment team members as therapeutic. They valued the organized structure and supervision of the treatment unit. They voiced that sufficient resilience factors such "listening ears," manifestations of empathic understanding, and the level of organization, structure, and supervision found in the hospitals were sometimes not available in the school and/or home environments. They also gave suggestions for areas that could be improved. A 17-year-old female participant said, "I see it's worked, from what I've seen, I think everything is working pretty good. I see that the kids like it here. I mean, everybody's getting the help they need, and the medical help is good here. Everything, I like it. They're helping me and I've been good so far." One 15-year-old female added, "It's very organized, but I see that the admissions process-well, but it's usually very long and kind of painful." A 15-year-old male added, "I feel like the things the hospital is doing are things needed within the hospital's environment, such as keeping a structured, organized schedule throughout the day making it a safe environment all that is perfectly fine."
DISCUSSION
The adolescents' acknowledgement of the routine stressors/factors associated with readmission underscores the significance of their perspective that problematic parental relations and bullying especially in schools are the primary triggers of treatment recidivism. Even though they acknowledged that routine stressors are part of their lives, these stressors were mentioned only when the participants were asked to think of any other factors that could have led to their rehospitalization.
Their perception of the "routine stressors" mirrors the "hygiene factors" in Herzberg's Two-Factor motivational theory (Herzberg, 1959; Herzberg, Mausnerm, & Snyderman, 1968) . The "hygiene factors" in Herzberg's Two-Factor motivational theory do not result in motivation on their own, but they need to be present for motivation to occur when motivators are present. Similarly, the "routine stressors" on their own may not result in treatment recidivism (even though they could result in readmission), but they must be present when treatment recidivism or frequent readmission occurs in the presence of the main triggers, which implies that treatment recidivism is driven by the identified to even refuse to follow genuine health-related suggestions from the parents (Lerner, Noh & Wilson, 1998) .
The finding that problematic parental relations and school bullying were the main triggers of treatment recidivism appears to have support in both the ecologic transactions model (Bronfenbrenner, 1979; Gonzales, 2009; O'Connell, Boat, & Warner, 2009 ) and the systems theories (Bertalanffy, 1968; Neuman & Young, 1972) , which postulate that humans live in an ecologic system and interact with and are influenced by their environment, which they also influence. In other words, manifested individual behaviors are often influenced by the impact of the larger environmental context. This finding is also supported by stress theories (Lazarus & Folkman, 1984) that emphasized the influence of stressors on physiological, emotional, mental, and physical behaviors of humans. The aforementioned theories point to the close proximity of individuals with their environment and the need to deliberately manage the impact of the core environmental influences to maintain health stability in the course of ongoing interactions. Parents and school stakeholders may need to take these into consideration in structuring and managing their interaction with these adolescents to minimize their stress and make the environment conducive to effective functioning.
Nonetheless, considering problematic parental relations as merely a family characteristic or considering school bullying as merely an environmental factor may conceal the specific nature of these triggers and diminish the level of clarity revealed by this finding. The specific clarity of isolating the main triggers could help in the early identification of those at risk and aid the search for focused interventions that could reduce treatment recidivism. It is not certain which of these two main triggers has more influence on treatment recidivism. The exact nature and level of influence for these triggers is uncertain because of the complex relationship that could exist between them and could only be ascertained through mixed method studies on the subject in the future.
These findings highlight the need for possible adjustment to the content of the present family meetings and family education in the hospitals to go beyond mainly the sharing of information with patients and families on available resources and encouraging compliance with aftercare follow-up to accommodate more adolescent-parental relations and parenting skills especially for parents of troubled teens. It should be noted that the period of adolescence has always been challenging for the parents and their teens, more so now that the rapidly changing society has made it even more challenging (Bumpass, 1998; Lerner, Noh, & Wilson, 1998; Marcosi, 2015) . Therefore, stakeholders may need to investigate new avenues to incorporate the teaching of these skills to address any identified inadequacies.
The findings of this study also further spotlight the recognition that bullying in its various forms has remained a major problem in Recent studies have not only confirmed the traumatic and harmful effects of bullying, but have also associated bullying with a higher probability of the exacerbation of an existing mental illness or development of a new mental illness now or later in life (Buhs, Ladd, & Herald-Brown, 2010; Copeland, Wolke, Angold, & Costello, 2013; Kaltiala-Heino, Rimpelä, Rantanen, & Rimpelä, 2000; Sourander et al., 2009 ). In the present study, bullying was not specific to the adolescents because of their mental illnesses, as they reported that most of their school peers were not aware of their psychiatric diagnosis, and that bullying was rampant across the board. The immediate impact of bullying was probably felt more distinctly by these adolescents with mental illness because they were already "stressed" relative to other students.
Again, stakeholders need to redouble efforts on the menace of bullying in schools. While bullying may occur outside the schools, most occur in schools, where adolescents spend a lot of their time. Bullying in schools has been recognized as a serious societal problem, and although previous studies have offered suggestions for addressing it (Espelage & Asidao, 2001; Nansel et al., 2001; Olweus, 1993; Smith, Pepler, & Rigby, 2004; Swearer & Doll, 2001) , current implementation of these suggestions appears not to have been adequate based on the reports of the participants sampled in this study, who very easily attested to the increasing presence of bullying in their various schools. Their suggestions that more opportunities be created for them to speak out without being afraid and that schools have trained personnel who will proactively be on the lookout for signs of bullying deserves consideration because these strategies have been previously articulated (Kowalski, Limber, & Agatston, 2012; Luxenberg, Limber, & Olweus, 2014) . Schools should evaluate implementing visible and deterrent interventions for students engaging in bullying to protect and assure other students. Schools should be viewed by students as safe, so their anxiety is limited to the routine stress of school work.
The participants' mixed perception of treatment recidivism should not come as a surprise because adolescents should have more important "adolescent tasks" (Erikson, 1968; Steinberg, 2011) The finding that most recidivist adolescents had combinations of psychiatric diagnoses rather than combined psychiatric and substance use diagnoses was also revealing and aligns with previous studies in adolescents with psychiatric conditions (Arnold et al., 2003; Carlisle et al., 2012) than adults (Ilgen, Hu, Moos, & McKellar, 2008) . However, this finding has to be considered against the background that a lot of these adolescents use substances at various levels that may or may not meet diagnostic criteria at their time of hospitalization (Centers for Disease Control and Prevention, 2014).
Another supplemental finding was that a majority of the participants were from families with low socioeconomic status. Although this finding has support in previous studies that found an association between negative health outcomes and low family socioeconomic status (Aday, Begley, Lairson, & Balkrishnan, 2010; American Psychological Association, 2016; Hanson & Chen, 2007; Hudson, 2005) , it could also reflect the fact that the study hospital serves a large number of indigent families who may have more stress than other populations.
LIMITATIONS OF THE STUDY
The major limitations of this study are that it was conducted in one inpatient psychiatric hospital that served most of the indigent population in one region of the United States and that it focused only on the perspectives of a relatively small number of volunteer recidivist adolescents with mental illness on inpatient readmission at the time of this study. Furthermore, non-English speaking participants were excluded and the study included a broad rather than narrow classification of mental illnesses.
IMPLICATIONS FOR CLINICAL PRACTICE AND FUTURE RESEARCH
Nurses, doctors, other healthcare providers, and school counselors should assess adolescents and children for significant problematic parental relations and bullying at any initial and subsequent encounters. Such assessments could go a long way in identifying those at risk for recidivism especially those with mental illness.
They could initiate teaching adolescents how to relate well with their parents and how to speak out and stand up to bullying, in addition to referring them to other relevant resources. Parents of identified adolescents at risk could be encouraged to participate in parenting classes where they could be taught how to interact well with their adolescents and how to relate with school authorities to address the problem of bullying whenever reported by their teens.
Large, multicenter studies that could span regions and/or countries are needed. Such studies could include of other perspectives such as those of parents and/or healthcare providers, employ methodological diversity, and benefit from multidisciplinary teams considering the nature of the issues raised in the findings of this study.
CONCLUSIONS
Although the findings represent only the perspectives of the recidivist adolescents with mental illness sampled in this study, they are both insightful and could be useful. The findings could further the efforts toward focused assessments of adolescents with mental illness and help with early identification of those at risk, which would support well-targeted interventions to address treatment recidivism in that subculture.
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